Abstract
Introduction
There is an increasing awareness in orthopaedics of the cost, quality, and outcome of the treatment offered.1 4 The number of total joint replacements being performed, particularly knee replacements,) and the number of patients being added to waiting lists is steadily increasing. Total joint replacement has a low cost per quality adjusted life year," but each total hip replacement costs about f2500 and each total knee replacement /3500 (1989-90 costs). Limited resources are available for total joint replacements, and these resources must be used efficiently.
We determined the number of planned total joint replacements in our unit that were cancelled and the rate of utilisation of theatre opportunities in order to calculate the cost of the operations. Hotel cost is the daily cost of a hospital bed -that is, the average total cost in providing a hospital bed and its associated medical and other staff, laboratory tests, and routine radiography. This daily cost was £108.
Opportunity cost -The cost of an operating theatre session was £1413.90 and is referred to as the opportunity cost. This cost was reached by dividing the total annual costs for the theatres (£;1 875 650 (excluding implants)) by the number of available operating sessions a year. A routine primary total hip or knee replacement requires half a theatre session or about 90 minutes' theatre time and has an opportunity cost of £706.95.
The costs as we calculated them included fixed and variable elements.
Statistical analysis was by a x2 test with one sided significance level.
Results
All patients attended for admission. The age range of patients in group A was 37-88 (mean age 68, median age 68); 131 patients were female and 101 male. The age range of those in group B was 46-87 (mean age 65, median age 70); 29 patients were female and 23 male. Twenty eight (10%) of the 284 planned operations were cancelled (one knee replacement and 27 hip replacements). The age range of the patients whose operation was cancelled was 50-81 (mean age 65, median age 69); 15 were male and 13 female. Twenty patients from group A and eight from group B had their operations cancelled ( Total (n = 28) Twenty two avoidable cancellations were caused by problems discovered either during discussion with the patient or on physical examination. Three patients declined operation: two were unwilling to accept the risks involved (both were assessed as American Society of Anesthesiologists (ASA) grade 3) and the third refused the possibility of a blood transfusion on religious grounds and, after discussion with the surgeon, declined the operation. One woman receiving hormone replacement therapy had her operation cancelled. Other clinical reasons for cancellation were cardiovascular problems (five patients); dental caries (five); respiratory problems, skin lesions, and failure to satisfy indications for surgery (three each); and diabetes, obesity, existing treatments, and senile dementia (one each). In four patients there was more than one reason for cancellation. Hypertension accounted for cancellation in three of the five patients with cardiovascular problems and severe cardiac failure in the two others.
The patients whose operation was cancelled spent from one to six days (mean 1.9 days) in hospital (table 2) , and the patient whose cancellation was unavoidable stayed in hospital for three days. Four patients were discharged on the day of admission.
Two hundred and eighty three theatre opportunities were allocated to the 284 patients admitted. One patient whose operation was cancelled was replaced by another whose operation was also cancelled, resulting in 283 rather than 284 theatre opportunities. Five (18%) patients with a cancellation were replaced on the operating list by another patient. Twenty two (8%) theatre opportunities were unused owing to no suitable replacement being available. Seventeen (33%) of the 51 theatre opportunities allocated to group B and five (2%) of the 232 opportunities allocated to group A were unused ( 
